Abstract A 14 year old boy is described with recurrent spontaneous pneumothoraces due to a mesenchymal cystic hamartoma, a very rare disease with a multicentric nature and a benign course in most patients. (Thorax 1994;49:1175-1176 an atelectatic left lower lobe. Bronchoscopy revealed normal airways. In October 1990 a thoracotomy was performed for persistent pneumothorax. The left lower lobe was collapsed and multiple adhesions and a thickened pleura were found, but no bullae or blebs. In the lateral part ofthe lower lobe a bloody craterlike defect was found from which a biopsy sample was taken. The initial diagnosis of this biopsy material was pulmonary blastoma. For complete surgical removal of the tumour the patient was referred to the University Hospital in Nijmegen. A lobectomy was performed and a yellow-brown tumour of about 5 cm in diameter with a superficial defect was found. Pathological examination showed glassy cystic tumours in several places and some fibrosis. Microscopy showed epithelial structures of varying size in which the epithelium was flat cuboid to low cylindrical. The nuclei were sometimes slightly atypical, the surrounding stroma being cellular slowly over a period of many years and, although the disease may be detected in infancy,3 three or four decades usually elapse before it comes to clinical attention.14 Neither the epithelial nor the mesenchymal cells have malignant features, but malignant degeneration has been described.5-7 Nodules and cysts represent different stages of the disease.' The nodules arise from mesenchyme proliferation in the interstitium. When the nodules reach 1 cm in diameter bronchiolectasis occurs and small cysts form, lined with normal or metaplastic bronchiolar epithelium. Bleeding from systemic arteries into the cysts causes haemoptysis, and rupture of subpleural cysts causes pneumothorax or haemothorax. New nodules continue to appear when the cysts have already developed. Surgery is needed for diagnosis and for treatment of a pneumothorax or haemothorax. The possible benefit of resecting nodules and cysts to preclude malignant transformation must be weighed against the multicentric nature and benign course in most patients. 
We present a very unusual cause of relapsing pneumothorax due to a mesenchymal cystic hamartoma of the lung, a distinct clinicopathological entity first described by Mark in 1986.' Case report A 14 year old Turkish boy, born in the Netherlands, was admitted for a left spontaneous pneumothorax once in August and twice in September 1990. They were unsuccessfully treated with suction, and later by pleurodesis with talc, tetracycline, and blood. The patient had one small haemoptysis, but denied dyspnoea, fever, night sweats, or chills. His past was unremarkable with no history of tuberculosis, recurrent respiratory infections, or smoking. Physical examination revealed dullness and increased breath sounds at the left base. Routine biochemical studies, haematology and urine analysis were normal. The chest radiograph and computed tomographic scan showed a partial left pneumothorax and an atelectatic left lower lobe. Bronchoscopy revealed normal airways. In October 1990 a thoracotomy was performed for persistent pneumothorax. The left lower lobe was collapsed and multiple adhesions and a thickened pleura were found, but no bullae or blebs. In the lateral part ofthe lower lobe a bloody craterlike defect was found from which a biopsy sample was taken. The initial diagnosis of this biopsy material was pulmonary blastoma. For complete surgical removal of the tumour the patient was referred to the University Hospital in Nijmegen. A lobectomy was performed and a yellow-brown tumour of about 5 cm in diameter with a superficial defect was found. Pathological examination showed glassy cystic tumours in several places and some fibrosis. Microscopy showed epithelial structures of varying size in which the epithelium was flat cuboid to low cylindrical. The nuclei were sometimes slightly atypical, the surrounding stroma being cellular 
